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Chapter 1. Introduction

S.L. 2011-264, House Bill 91%6instructs the Department of Health and Human Sesvi
(Department) to proceed with statewide restrucguohthe management responsibilities for
the delivery of services for individuals with menthess, intellectual and developmental
disabilities, and substance abuse disorders threxgansion of the 1915(b)/(c) Medicaid
Waliver. It is the intent of the General Assemblgttexpansion of the 1915(b)/(c) Medicaid
Waiver will be completed by July 1, 2013, and waé$ult in the establishment of a system that
is capable of managing public resources that magrbe available for mental health,
intellectual and developmental disabilities andssalhce abuse services, including federal
block grant funds, federal funding for Medicaid dtelalth Choice, and all other public
funding sources.

Further, S.L. 2011-264 instructs the Departmembiordination with the Division of Mental
Health, Developmental Disabilities and Substancas&iServices (DMH/DD/SAS), the
Division of Medical Assistance (DMA), local managem entities (LMESs), and Piedmont
Behavioral Health (PBH) and with stakeholder infmusubmit to the appropriate Oversight
Committee of the General Assembly a strategic gidimeating specific strategies and agency
responsibilities for the achievement of the objextiand deadlines set forth in the act.

This report presents the initial strategic plan aatlines the objectives, action steps and
activities that will be accomplished over the newb years — that is state fiscal year 2012 and
state fiscal year 2013. This report should be amred an initial plan that will evolve and be
modified over time, experience, and with stakehoideolvement. The Department through
DMH/DD/SAS and DMA will monitor, evaluate and reptine status and progress on the
strategic plan’s objectives per legislative requieats.

Background

At the local level, DMH/DD/SAS oversees mental blieallevelopmental disabilities and
substance abuse services through a network ofezBaarthorities / county programs that
cover the state’s 100 counties. As a result aesyseform undertaken in 2001, the role of
area authorities / county programs changed fromieproviders and managers to exclusive
service managers as they became LMEs. The DMAIsagcific memorandum of agreement
(MOA) with DMH/DD/SAS and contracts with the LME§ hrough these MOAs and the
contracts with DMA, the DMH/DD/SAS and LMEs endoes&d monitor providers of
Medicaid-funded mental health, developmental digads and substance abuse services.
LMEs also develop community capacity for state-rohdervices through service provider
contracts. The LMEs develop partnerships with faramd informal community
organizations and engage service recipients anidyfammbers in planning and policy

Y The legislation is shown in full in Appendix A.
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implementation for both state and Medicaid-fundedises. The Division of Medical
Assistance has specific contracts with those LMias @lso perform Medicaid and Health
Choice utilization review functions. LMEs developmmunity capacity through service
provider contracts, expand partnerships with foramal informal community organizations
and engage service recipients and family membestamming and policy implementation.
Services are provided through the private sector.

In the process of reform, the Department estabdigine LME as a pilot Medicaid-managed
care vendor through the use of 1915(b) and 19Mér)icaid Waivers to serve individuals

with mental health, developmental disabilities andstance abuse needs who are eligible for
Medicaid. Thus, while remaining responsible fatstallocated funds including federal block
grants and for all applicable rules and policiasdfmont Behavioral Health also began
managing Medicaid State Plan funded mental healihsabstance abuse services through the
Piedmont Cardinal Health Plan. The Piedmont Caiditealth Plan operates under a
capitated model known as a pre-paid inpatient hgaén (PIHP) since it includes coverage
for inpatient services.

PBH also began managing Home and Community Basetc8g and supports through the
Innovations Waiver, a 1915(c) Medicaid Waiver fodividuals with intellectual or
developmental disabilities. The Innovations Waneplaced the State’s Comprehensive and
Supports waivers in the PBH catchment area. Acaghgi PBH assumed risk for Medicaid-
funded mental health and substance abuse sennchsd{ng inpatient, clinic option and
rehabilitation option services) through the Piedtr@ardinal Health Plan, and for Home and
Community Based Services under the Innovations Wait?BH has operated as a Medicaid
managed care organization in Cabarrus, DavidsowaRpStanly, and Union counties since
April 1, 2005. All Medicaid recipients in thoseuwties that are included in eligibility groups
covered under the 1915 (b)/(c) waiver were mandatenrolled with PBH on April 1, 2005.

The General Assembly has supported the expansithred?BH demonstration. S.L. 2008-107
required DHHS to study the statewide expansiomefli915 (b)/(c) Waiver and the
development of a consolidation plan for the LME4.. 2010-31 required DHHS to select two
additional waiver sites for expansion.

Since the inception of the waiver programs, Noréndina has demonstrated that the State
can provide quality mental health, developmentsdbilities and substance abuse services
through private and public sector cooperation drallasser or comparable cost than the fee-
for-service program costs for the Medicaid eligiptgulation.

In 2009, the Department initiated a collaboratiffere with DMA and DMH/DD/SAS, and in
partnership with the LMEs, to restructure the mamagnt system for Medicaid funded mental
health, substance abuse and developmental digabgeervices. This new management system
was to build on the PBH Waiver experience withititention to phase in the managed care
model statewide. Significantly, this expansion graged and valued the importance of a
publically managed system, ensuring local presandepublic accountability to respond to
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the unique needs of local communities. It furtresuaed that federal, state, and local funding
resources would be managed as a single systemoigiihity within DHHS for the
implementation of this new system is as follows:

=  DMA manages North Carolina’s Medicaid health insweprogram for low-income
individuals and families including parents, childreeniors, and people with disabilities.
The Medicaid program includes coverage of mentalthedevelopmental disabilities and
substance abuse services. The DMA Behavioral K&attion, Clinical Policy and
Programs is responsible for the oversight of aldMaid and Health Choice-funded
services. This responsibility includes oversighthe Medicaid and Health Choice
budgets, State plan service development, and GelaieMedicaid and Medicare (CMS)
approval of all State Plan services and 1915 Waif@mrmental health, developmental
disabilities, and substance abuse services. CNt3 MA responsible for the
monitoring all Medicaid funded services accordiodederal law outlined in Title XIX of
the Social Security Act and Title 42 of the Codéd-efleral Regulation. Monitoring and
accountability are discussed in Chapter 4.

= DMH/DD/SAS has specific responsibilities for theyision of publicly funded services
for individuals in North Carolina with mental hédakind substance abuse problems and/or
with intellectual or developmental disabilitiesurthermore, DMH/DD/SAS is
responsible for the programmatic oversight of the of state funds allocated by the
General Assembly for these purposes, includingalposvided by federal block grants.

= Both DMA and DMH/DD/SAS are Divisions with the Depaent of Health and Human
Services. As such, the Secretary of DHHS has Itimeate responsibility to manage the
waivers.

A Managed Care System

Title XIX of The Social Security Act (Act) authoes multiple waiver and demonstration
authorities to allow states flexibility in operagiiMedicaid programs. Each authority has a
distinct purpose and distinct requirements. Sact@15(b), Managed Care/Freedom of
Choice Waivers, allows states to implement manageel delivery systems, or otherwise limit
individual’'s choice of provider under Medicaid. cBen 1915(c), Home and Community-
Based Services Waivers, allow long-term care sesvio be delivered in community settings.
This program is the Medicaid alternative to prorglcomprehensive long-term services in an
institutional setting.

Title 42 of the Code of Federal Regulations (CF&Jines the programmatic and quality
guidelines for Medicaid managed care programs. Di#ines these federal requirements
for the LMEs operating as Managed Care OrganizatittCOs) and DMA is responsible for
ensuring that these federal requirements are ftet. federal Centers for Medicare and
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Medicaid (CMS) monitors and must approve oversgjtdll Medicaid managed care
operations.

Section 1932(c)(1)(A)(ii)-(iv) of the Act and 42FR 438.202 requires that DMA as the
State Medicaid agency that contracts with MCOsRrggpaid Inpatient Health Plan (PIHP)
submit to CMS a written strategy for assessingiargtoving the quality of managed care
services offered by all MCOs and PIHPs. DMA ass@W®1S that it complies with section
1932(c)(2) of the Act and 42 CFR 438 Subpart EBrtange for an annual, independent,
external quality review (EQR) of the outcomes, fimess, and access to the services
delivered under each MCO/ PIHP contract. To that ®MA has a CMS-approved quality
strategy and has contracted with two external ventioconduct annual reviews of the
MCO’s Medicaid managed care operations.

Expansion of North Carolina’s 1915 (b)/(c) Medic&ihiver requires approval by CMS.

Such approval allows each selected LME to develo@aaaged care delivery system to serve
individuals with mental health, developmental dits and substance abuse needs who are
eligible for Medicaid. Each LME operating as a M@eives from Medicaid a capitation
rate based on historical service utilization patefor these populatiofsThe LME-MCO
assumes financial risk for authorization and paynoénequired services for each Medicaid
eligible individual. The functions of a LME-MCOglude development of a provider

network comprised of the most qualified providensnagement of the network, authorization
of services, coordination of care for individualshathe highest needs, and reimbursement of
approved services. Both improved quality of caré eost effectiveness are brought about as
a result of being able to: (1) select the mostified providers for its network; and (2)
coordinate recipient care in a manner that provichesly, appropriate services and prevents
the need for more costly and intensive services.

DHHS solicited applications in February 2010 for EMto participate as Medicaid managed
care vendors under the State’s 1915 (b)/(c) Medi¢éaiver in addition to their state-funded
responsibilities. Four LMEs applied and on thea$the application process, the
Department selected Mecklenburg County Area Mdné&allth, Developmental Disabilities,
and Substance Abuse Authority and Western Highl&redw/ork to be the next LMEs to
participate as Medicaid managed care vendors uhde$tate’s Medicaid Waiver for mental
health, developmental disabilities and substancsebervices.

S.L. 2011-264 instructed the Department to exphardl®15 (b)/(c) Medicaid Waiver
statewide. The Department issued another reqoeapplications and received seven
applications from LMEs. The Department issued plaincorrection to the other two LMEs
(East Carolina Behavioral Health and Sandhills €grthat originally applied in 2010, and
will work with them to begin managed care operatibg April and July, 2012 respectively.

2 Appendix B: Development of Capitation Rates
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Based on the review of the LMESs’ applications, Erepartment selected LMEs to manage
Medicaid funded services as DMA contracted venttmsugh a capitated plan. DMA and
DMH/DD/SAS will each contract with the selected LMMECOs. Through the

DMH/DD/SAS contract, LMEs will continue current aggtions and commitment to the
management of state and federally funded mentdhhesabstance abuse and developmental
disabilities services. Through the DMA contrabg t MEs will expand their roles and
responsibilities as a LME-MCO. This creates a $tmgcthat integrates management of
resources into one publically managed system shaiore seamless and cost efficient.

LMEs that are selected must be fully operationaldéyuary 1, 2013. The Department will
assign counties that remain uncommitted at thag tiora fully operational LME/MCOs. Full
expansion and DHHS assignment is expected to beleted by July 1, 2013.

The State as Purchaser

The Divisions of MH/DD/SAS and Division of MedicAksistance (DMA) continue to define
its role as a public purchaser of managed carecesrior citizens with mental health,
developmental disabilities and substance use dis®rdContracting for care is a vehicle for
introducing managed care into the public sectotew@sponding to complex financial
demands. The Divisions will translate rapidly ewod) policy goals into effective Request
For Proposals (RFPs) and contracts. “In a singheiggion, we have witnessed a major
transformation of the public and private healthuiiasice systems in the United StatésThe
difference between traditional public service syseand private sector methods of operation
pose challenges to the Department. As the state@mty mental health authorities move
away from former roles as administrators of gramis contracts into new roles as purchasers,
they must work within governmental limitations tlaaé not found in the private sector.
These include legislative and statutory restrij@uch as mandated services to special
populations, restrictions on what type of provideas be utilized, set percentages of funding
that must be spent in certain areas or for specfapulations and underfunding. The
Department is reorganizing its infrastructure t@liement managed care principles and
technologies necessary to manage the new systeile YWe challenges should not be
underestimated, the role of purchaser will resulmproved coordination of care, improve the
predictability of costs, increase the accuracyuafdets, allocate limited financial resources
more efficiently, and effectively expand coveragatarger proportion of the population
while increasing accountability for improving conser outcomes.

LME Consolidation

The statewide expansion of the 1915(b)/(c) Waibeiikls on the management functions and
capacities of the LMEs to include the managemeMedicaid resources within a managed
care capitated environment. In order to be a :sfaemanaged care organization (MCO),

% Contracting for Managed Substance Abuse and Métgalth Services: A Guide for Public PurchasefsyIHSA 1998
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LMEs need a sufficient number of covered livesedibancially stable. Therefore, S.L.
2011-264 required an increase in the populatioe bmaecome a MCO which will ultimately
result in mergers to meet the new population tholeshThis consolidation, recommended by
several studies, also will result in greater cdfstiency and administrative consistency.

The LMEs have responded remarkably to the challehgensolidation and the task of
becoming an MCO. As noted earlier, seven appboativere received in response to the
April 1, 2011 the Department of Health and Humarviges solicitation for applications from
LMEs to become managed care organizations in addatlivaiver. These applications
represented a consolidation from the current 23 EMEa potential 12. While the selection
process is not yet complete, these consolidatifamtefrepresent a tremendous commitment
on the part of LMEs to move forward in a waiver eonment and reflect considerable effort
and partnership with stakeholders and county gawent. During the merger process and
transition to LME-MCOs, LMEs will continue to prale minimally adequate services and
remain financially sound as required per statdtee Department will work in partnership
with the LMEs to review the process of these mexy¢@ensure their success.

Environmental Factors

The implementation of the 1915 (b)/(c) Waiversaising place at a time of nationwide
economic uncertainties, health care reform, andlesiges in housing, job security, the role of
government, political values, additional supportveterans, and scientific and medical
developments.

The Secretary of DHHS is leading a Department stdategic planning effort to respond to
this changing environment resulting in the develeptrof a uniform mission, vision and
values and a strategic plan that is applicablél tof &s divisions and offices, as well as goals
and performance measures applicable to all services

The Department’s strategic plan includes key peréorce measures and targets to enable
continuous monitoring and evaluation of progresgital the goals and objectives. These
measures include budgetary information to enablieweof costs and wise use of the
resources available, especially in this time ofneroic hardship.
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The Impact of the Patient Protection and Affordable Care Act (HR
3590) on the MH/DD/SA service system *

The Federal Patient Protection and Accountable Berseeks to ensure all Americans have
access to quality, affordable health care to redlureg-term health care costs. With
implementation it is estimated that over 500,000tN&arolinians will become eligible for
Medicaid® Key provisions of this legislation will have sifjoant impact on those who
receive services from the mental health, developaheirsabilities and substance abuse
service system. The provisions related to premgrttie exclusion of individuals with pre-
existing conditions from receiving insurance wiblpdy to people with serious mental illness,
developmental disabilities and a substance abagmdsis. There are also provisions in the
legislation that provide for mental health and sabse abuse parity and a voluntary public,
long term care insurance program to help individwath serious mental iliness and those
with functional limitations. Those who qualify wldureceive assistance to purchase services
that will assist in their maintaining personal diméncial independence. On the Medicaid
front, the legislation calls for an increase in tluenber of people who will qualify for services
when the poverty level calculation changes to 188%e federal poverty level in January
2014.

With the passage of health care reform, Medicaigtage will expand to include the health
and behavioral health needs of a larger percemtfte population. In addition, the
Affordable Care Act (ACA) promotes the integratiminbehavioral health and primary health
care. This integration results in improved ac@ssimproved quality of services for those in
need of mental health and substance abuse senvibesgoals for health care reform and
North Carolina’s expansion of the 1915 (b)/(c) Ml Waiver are similar in that they both
focus on cost containment while focusing on incedaguality, access, and prevention to
improve care.

SAMHSA'’s Strategic Initiatives and Unified Plan

Another environmental factor affecting the publitiNDD/SA services system is the future
use of funds from the federal Mental Health Blodkai@ (MHBG) and federal Substance
Abuse Prevention/Treatment Block Grant (SAPTBG)jated to the State. The Substance
Abuse and Mental Health Services Administration \B#5A) has committed to eight
strategic initiatives in response to health caferne. These initiatives are more prescriptive
in the use of MHBG and SAPTBG funds given the piagrior the increased number of
individuals who will be newly eligible for Medicaid January 2014. Recognizing that states

* References: NAMI, 2010Provisionsin the Senate Passed Health Reform Legislation for Americans Living
with Serious Mental Illness and Their Families; and House Committee on Ways and Means, Energy and
Commerce, and Education and Labor, March 23, 28f6rdable Health Care for America, Summary.

® References: |0M, “Implementation of the Patierttection and Affordable Care Act in North Carolina
Interim Report, March 2011, pg. 2
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will play an important role in the design and impkntation of health care reform and the
need to be more strategic in purchasing servio&B|HESA set its strategic initiatives as:

Prevention of Substance Abuse and Mental lliness.
Trauma and Justice.

Military Families.

Recovery Support.

Health Reform Implementation.

Health Information Technology.

Data, Outcomes, and Quality.

Public Awareness and Support.

ONogh~WNE

In 2011, SAMHSA required each state to submit &ieshiblock grant plan for SFYs 2012 and
2013, including both mental health and substanasebunds for (1) individuals who are not
eligible for Medicaid, (2) services that Medicaioes not cover, and (3) significant
involvement in new data sharing and electronicthaaformation. As required, the
DMH/DD/SAS unified block grant plan includes newaségic priorities that focus on the
SAMHSA initiatives and target populations includidgldren and adults with mental or
substance abuse disorders who are homeless, whovaheed in criminal or juvenile justice
systems, who live in rural areas, or who are ingerserved minority or lesbian/gay/bi-
sexual/transgendered population, or communitiels méed for environmental prevention
strategies and other prevention interventions,randvery support services. One of the
priorities in North Carolina’s unified block graplan is the statewide implementation of the
1915 (b)/(c) Medicaid Waivers and preparation fer Affordable Care Act (ACA) with
designated LMEs operating as managed care orgamggiMCOSs).

As stated in Session Law 2011-261 (House Bill 9t&),LME operating as a managed care
organization (MCO) continues to be responsiblagtiermanagement of “...all public
resources that may become available for mentattheatellectual and developmental
disabilities, and substance abuse services, ingu@deral block grant funds, federal funding
for Medicaid and Health Choice and all other puhblicding sources”. One of the contractual
requirements for an LME is to “prioritize State amah-Medicaid federal funds allocated for
services under this contract for mental healthetigpmental disabilities and substance abuse
services for severely disabled and economicallgdliantaged individuals in the catchment
area in accordance with DHHS Target Populationgoates.”

Therefore, DMH/DD/SAS will continue to work with LEk to ensure the appropriate use of
federal block grant funds by LME-MCOs as requirgdSAMHSA and the State’s block grant
awards.

In summary, these environmental factors may brongilerable changes in the way mental

health, developmental disabilities and substancsebervices are delivered, though the
details of those changes are not yet known.
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Chapter 2. Overview of the Strategic Implementatio  n Plan

The strategic implementation plan is organized iagoal framework encompassing the State’s
vision for the Waiver initiative and goals that designed to include and represent all
stakeholders. The planl&sed on an assessment of strengths and thengjealthat lie

ahead during the next two years. Included amoaosggtistrengths is the commitment of the
Department’s leadership in facilitating the plammpprocess and guiding DMH/DD/SAS and
DMA in the development and implementation of thampl

Goals for North Carolina

DHHS has six primary goals for the statewide exjmmsf the 1915 (b)/(c) Medicaid Waiver,
including:

= Improve access to MH/DD/SA Services.

= Improve quality of MH/DD/SA Services.

= Improve outcomes for people receiving MH/DD/SA Sexs.

= Improve access to primary care for people with mlafibess, developmental disabilities
and substance abuse.

= Improve cost benefit of services.

= Effectively manage all public resources assigneti¢aviCOs.

The performance of the LMEs operating as a MCO utide 1915 (b)/(c) Medicaid Waiver
will be measured over the long term to determing tell the strategy meets these primary
goals for North Carolina.

Purpose of the Strategic Implementation Plan

In addition to meeting the requirements of the N&@#rolina General Assembly for a
strategic plan that delineates the specific strasegnd agency responsibilities for the
achievement of the objectives and deadlines d@®dhtin SL 2011-264 (House Bill 916), this
strategic plan and its status reports provide &lesfor active communication with all
stakeholders across the State and for coordind#tayled implementation tasks among the
Department, DMA, DMH/DD/SAS, LMEs, providers andheomers, and family members.
This plan should be considered an initial plan thiditevolve and be modified with time,
experience, and stakeholder involvement.
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Timeline

The strategic implementation plan includes spestiiategic objectives to be accomplished
within a given timeframe. Implementation of theaggic plan began July 1, 2011 and
includes specific action steps that will be comgadieby July 1, 2013. Status reports will be
provided to the Legislative Oversight Committee pndlished for all stakeholders as
required by legislation. The following timelinepdets key implementation dates of the 1915
(b)/(c) Medicaid Waiver strategic plan.

- o Strategic Plan to [Status Report to -Comimikte ‘ompletion of
tng;gw _ Gonera pssemb Gaieal Assanly l#itﬂmﬂﬁi Expansion
6/23/2011 o/y2000 /172012 1172013 7/1/2013

2011 2012 2013

o T I ot PO S Shatus Hagort
LME-HCO Study/Review  to General 1o Genera ww':fﬁ wm):?"
selection 19151 Dption_ g%_ Assembly 'H“m?! %_
/172011 12172001 1/1/2012 10/1/2012 2/172013 10/1/2013

Implementation Structure and Process

The Department of Health and Human Services haséaton the importance of clearly
identifying priorities and appropriate resourcestfe statewide implementation of the 1915
(b)/(c) Medicaid Waiver. The leadership of the Bement believes that all stakeholders
should have a clear and common perception of thee'Stpriorities and confidence that these
priorities are sound, given the state’s changirefleeand budget constraints.

Because the strategic plan impacts many, bothdmuits well as inside the organization, the
Department acknowledges that these relationshigs beuutilized during various planning
phases, including the communication of the stratpgin. Therefore, the process of
developing this strategic plan has involved sevehalses.
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+** DMH/DD/SAS planning staff worked with Departmenadrship and waiver project
managers from DMH/DD/SAS and DMA to develop a fatsift of the plan with which
stakeholders — both individually and as organizegtiocould provide input and feedback.

+** The DMH/DD/SAS External Advisory Team including repentatives from multiple
stakeholder groups provided review and feedback.

+** Representatives from the Council of Community Paotg, representing the LMEs,
provided review and feedback.

** The initial plan was posted on the web and disteiwia a Communication Bulletin
inviting all stakeholders to provide their ideasggestions, questions, and feedback.

This implementation plan should be considered asitial plan that will evolve and be
modified over time, experience, and continued stalder involvement until the
implementation process is completed.
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Chapter 3. Strategic Objectives and Action Steps

This strategic plan is organized into six stratedectives. The objectives define the work
that the Department, in partnership with the LME-®KCand stakeholders, is committed to
undertake between July 1, 2011 and June 30, 20h8.strategic objectives are:

« Oversee MH/DD/SA service system change

«  Partner with LME-MCOs to Ensure Successful Impletagon.

« Ensure access and quality of the service systemdaoriduals with
mental illness, developmental disabilities or sabsé abuse

«  Strengthen the partnership with stakeholders insatty the State on
implementation of the Strategic Plan.

« Increase knowledge and skills throughout the system

« Partner with LME-MCOQO’s and CCNC to promote and iempknt a

system of integrated care between mental health,

intellectual/developmental disability and substaalcese service

providers and primary care provide

These six objectives and strategies for their aptismment are described in this chapter.
Two or more action steps are identified as impart@anaccomplishing each objective. Each
action step has two or more activities to clarifg tieliverables that must be accomplished
and by when.

The Objectives Work Together

Successful implementation of North Carolina’s 194)(c)
Medicaid Waiver statewide for the public MH/DD/System of
services depends upon development of local manageme
entities as managed care vendors with the carg@rsaht by
the State and partnership with all stakeholdergc&ssful
oversight of multiple system changes includes imgletation of
healthcare reform and changes in funding requirésnain %,

federal block grants that call for integrating céreindividuals Desred
with the primary care system. The integration rinary care is

dependent on increasing knowledge and skills througthe system using multiple
communication strategies and supporting learnimgmanities. Greater knowledge and skills
empowers individuals to advocate for improved ontes for all individuals served.

Therefore, accomplishment of an action step underabjective may be dependent on the
completion of other actions steps in the same tilbgor in another objective. The dates for
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activities have been chosen to correspond to aseapesequencing of related activities, plus
recognition of limited resources for implementatairany one time. In addition, time has
been allowed for engaging partners at the statd lewd at the local level including service
recipients, LMEs, local governments, providers atiter community agencies.

The Plan Requires Accountability

Progress will be measured in terms of the timelpgietion of the deliverables as defined in
the action steps and activities. In addition,dkerall effectiveness of these endeavors will be
measured in terms of outcomes for consumers anthelan system performance over time.
These are described in chapter 4.

It is important to recognize that a plan is a dyrggpnocess and many variables, including
financial limitations, changes in best practiced bBaosiness requirements, affect the outcomes.
What is written in statute and rule outlines thecsfic authority of the Department,
DMH/DD/SAS, DMA, LMEs, county governments, consuraed family advisory

committees and providers. Beyond that, it is te@p&tment’s responsibility to provide policy
guidance and tools for managing the system thrgegformance and process expectations to
ensure improved life outcomes for service recigetState and local levels.

Researchers, practitioners, consumers, fundingcaggeand policymakers all seek to answer
the question: Does the policy that has been dedignd implemented to solve a problem
actually solve that problem in the most cost-effectvay possible? Most systems can and
should routinely collect outcome data. The Departhwill implement a self-correcting
system that is geared to identifying the effectesnof matching system policy and practice,
as well as consumers to specific services and stgpp®he Department will review aggregate
information obtained through uniform measures acBystems, programs and individuals to
determine the degree of success among all inteorent These results when fed back to the
system will be used to refine the systems and sesuo increase successful outcomes.

Ultimately, success rests with all stakeholdersluding DMH/DD/SAS and DMA and the
Department. With everyone’s participation and catmmant, the definition and
accomplishment of the objectives will produce cetervisible progress and changes for
consumers and families within two years.
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Objective

1: Oversee MH/DD/SA service system change

The Department’s responsibility is to establishltrg term vision and the means for
achieving desired outcomes for the delivery andagament of services for individuals with
mental illness, substance abuse disorders oreatall and/or developmental disabilities.
The statewide implementation of the 1915 (b)/(cYMaid Waiver is the means to
accomplish that vision, and the desired outcomesdate quality and stability in the system
and predictability in the future. This involveslaft from managing processes to managing
outcomes as the State determines how to affecmayshange. This objective points to the
responsibilities of the State to manage systemgdmato accomplish the overall goals.

h

gfetlsq Publish strategic plan and status reports as requéed by SL 2011 (HB 916).

Activities

1. By 10/01/2011, DHHS will submit a strategic implertegion plan to the NC General

Complete | Assembly as required by HB 916 that includes LME®@&nd stakeholder input.

2. By 01/01/2012, 04/01/2012, 10/01/2012, 02/018@hd 10/01/2013, DHHS will
provide a status report of progress to the appatg@versight Committee of the NC
General Assembly.

& By 01/01/2012, 04/01/2012, 10/01/2012, 02/018@&nd 10/01/2013, DHHS will pos
to the DMA and DMH/DD/SAS websites a status reparistakeholder and public
distribution.

Action Structure DHHS internally to provide statewide ovesight of a locally

Step 2 managed system of MH, DD, and SA services throug®15 (b)/(c) Medicaid
Waiver.

Activities

1. By 09/01/2011, DMA and DMHDDSAS will form and staféw Intra-departmental

Complete | Monitoring Teams (IMT). (see Objective 2).

2. By 09/01/2011, DMHDDSAS will assign new functioms@MH/DD/SAS teams and/o

Complete | existing matrix work groups and/or establish nevirimavork groups as issues requird
while maximizing use of clinically licensed and tied staff. These DMH/DD/SAS
staff will join DMA staff on Intra-departmental Mdoring Teams.

3. By 12/01/2011, DMH/DD/SAS will develop a traigiplan for DMHDDSAS staff to
develop knowledge and skills to gain competencamigg waiver functions.

4. By 01/01/2012, DHHS will identify and recrigtadership and expertise particularly i
the areas of supported housing, I/DD, quality mensgnt, and system communicatio

-
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Action Finalize selection of LMEs which will become Medica managed care

Step 3 vendors under the 1915(b)/(c) Waiver and assign unmmitted counties to
existing LMEs.

Activities

1. By 08/01/2011, DHHS will announce the selectionabe of LMES to participate in the

8/1/11 1915 (b)/(c) Medicaid Waiver. By 11/07/2011, DHW# announce all final

Announce | selections.

-ment

Complete

2. As required, DHHS will finalize and sign apprigpe DMA contracts for each LME
including (1) those selected as they become LME-MG®) those who currently
operate as a LME-MCO.

3. By 3/01/2012 and on an ongoing basis, DHHS meiliew and make recommendations
for changes in statutes and/or rules pertainingM&-MCO governance and other
topics. (To include EMT, County Commissioners, LIMEEO, SCFAC, providers and
other stakeholder involvement and feedback)

4. By 07/01/2012 and on an ongoing basis, DHHSfadllitate LME mergers as part of
implementation process. [to be defined more speaifi at a later date]

5. By 01/01/2013, DHHS will assign responsibiligr incommitted counties or those
counties in which a LME application was not suctidgs existing LME-MCOs

6. By 04/01/2013, DMA will secure CMS approval eiendments adding selected LME
as Medicaid vendors under the 1915 (b)/(c) Medi¥daiver.

7. By 07/01/2013, DMA will confirm establishment afstatewide system of LME-MCOs
participating under 1915 (b)/(c) Medicaid Waiver.

Action Oversee implementation process of LME-MCOs Medicaignanaged care

Step 4 duties and on-going state-funded duties.

Activities

1. By 10/01/2011, and quarterly thereafter, DMA &MH/DD/SAS IMT staff will
review implementation progress and make recommandato EMT for changes in
operations or monitoring of each LME-MCO.

2. By 12/01/2011, DHHS will establish a DMA and DNIMD/SAS Executive
Management Team (EMT) with LME-MCOs and with staieler involvement to
provide detailed oversight of the monitoring precaad input for policy development
for Medicaid and state-funded functions of LMEs-M£O

3. By 01/01/2012, and annually thereafter, DMA wa&port progress and outcomes to
CMS.

4. Beginning by 01/01/2013, and on an ongoing b&4A and DMH/DD/SAS will
review the trend of costs in the State Medicaidgpm (Innovations Waiver) and
design strategies to deploy a system for allocatiaresources based on the reliable
assessment of intensity of need. (To include LME®and stakeholder involvement
and feedback).

5. Beginning by 07/01/2013, and on an ongoing basesEMT will review

recommendations for innovative changes in standation of policies, procedures
and/or forms for use by statewide by LME-MCOs.
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Action
Step 5

Monitor the performance of the LME-MCOs in order to achieve specified
consumer outcomes, system performance and cost bétse

Activities

1.

By start date of operations each LME-MCO wiltsesssfully report encounter data to
DMA Drive (for access by DHHS and CCNC networks)l éime DMA actuaries and
ensure that they resolve any state-funded reporéiggirements. DMA will monitor
each LME-MCO on this work plan step.

By start date of Medicaid operations, DMA wiliseire that the DMA/LME-MCO
contract has identified consumer outcomes and sygtgformance measures, as wel
as Performance Improvement Projects (PIPs) peC#8 Quality Framework and 42
CFR. The DMA will also work with LME-MCOs to enithat identified PIPs also
meet the requirements of the accrediting bodiesdaiz by DHHS, NCQA and
URAC. Each LME-MCO will have valid reporting caplitiies as evidenced through
annual validation by the Medicaid External QuaRgview (EQR)-vendor. DMA will
monitor each LME-MCO on this work plan step.

By 11/01/2011, DHHS will identify and conducttial analysis of consumer outcome
and system performance measures during implementatid set schedule for periodi
analysis including trends and pre- and post- coispas.

) U

By 12/1/2011, DHHS will work in conjunction wittME-MCOs to define and begin
conducting cost benefit analysis of the systemmdpuimplementation and set schedulg
for periodic analysis.

By 12/01/11, and every quarter thereafter, DNl ®MHDDSAS report results and
trends to EMT.

By 12/01/11, and every quarter thereafter, DNl ®MH/DD/SAS will review
outcomes, system performance measures and cositlaeradysis and develop
strategies and work in conjunction with LME-MCOsatdress deficiencies.

On an ongoing basis [with dates to be deternjii2dA and DMH/DD/SAS will
monitor LME-MCO risk management reserves and fistatus.

By 01/01/2012, DHHS will add new members, inahgdDMH/DD/SA staff to the
current DMA Continuous Quality Improvement (CQInumittee to review all DMA
and DMHDDSAS contract performance measures.

By 04/02/2012, DMA and DMH/DD/SAS will review tiome measures for both the
DMA and DMHDDDSAS contracts and will include consens, providers, LME-

MCOs, and State facilities in the process.
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Objective

2: Partner with LME-MCOs to Ensure Succes  sful

Implementation

Through individual Intra-departmental Monitoringaihas (IMTs), the Division of Medical
Assistance and the Division of Mental Health, Depehental Disabilities and Substance
Abuse Services will monitor all Medicaid manageteaaperations and LME state-funded and
block grant operations through the DMA and DMH/DBSscontracts respectively. Each
Medicaid vendor (LME-MCO) will have a specific agsed IMT comprised of DMA and
DMH/DD/SAS staff. DMA and DMH/DD/SAS will work wti the LME-MCOs to correct
any identified issues.

=

Action Establish the protocols and expectations for Intradepartmental Monitoring

Step 1 Teams (IMT).

Activities

1. By 09/01/2011, DMA with DMH/DD/SAS will set a schalé, assign staff, and

Complete | establish an IMT for each selected LME-MCO.

2. By 10/01/2011, DHHS will establish protocols towgsconsistency of operations

Complete | across IMTs and establish means for communicatioong IMTs and requirements fo
reporting to the Executive Management Team (EMT).

3. By 10/01/2011, DMA with DMH/DD/SAS will initiate aiMT to monitor PBH

Complete | expansion implementation plan.

4, By 11/01/2011, DMH/DD/SAS will ensure monthlymeting to IMT from local
Consumer and Family Advisory Committee (CFAC) toliM

5. By 12/01/2011, DMH/DD/SAS will define procedurfies monitoring cross-area servidg
programs (CASPs) and use of block grant fundingMes

6. By 12/01/11, and every quarter thereafter, DH¥lBreview outcomes, system
performance measures and cost benefit analysisraate strategies to address
deficiencies.
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Action Monitor the progress of each LME’s implementation ad readiness to

Step 2 become a LME-MCO.

Activities

1. By 10/01/2011, and monthly thereafter, DMA and DNMB/SAS will review and

Initiated discuss progress of each LME —MCO according ta ihglementation plan Areas for
review include: Medicaid managed care functions rerger/inter-local agreements.
This information will be conveyed to the LME-MCOdnorrection plans will be
established where needed.

2. By 10/01/2011, and monthly thereafter, IMTs and LIMEQOs will assess

Initiated implementation of standardized policies, protocats] forms and identify
recommendations for potential changes

3. By 12/01/2011, IMTs will establish issues logsl avill report progress, issues and
concerns to EMT each month. EMT will review recoemdations for changes.

4. By 06/01/2012, as deemed necessary, DMA and MNIBAS will require plan of
correction for LMEs for not meeting implementatjgians, readiness reviews or othe
requirements for becoming a LME-MCO.

5. By 07/01/2012, DMA and DMH/DD/SAS will schedwdad/or hold two readiness
reviews six months and three months prior to stat¢ for each LME-MCO. IMTs will
prepare appropriate plans of correction as needeédnonitor progress in collaboratio
with LME-MCOs. DMA will oversee work of consultastincluding on-site visits and
formal reports.

6. Six months after the start date for an LME-M@@T will monitor quality indicators
and outcomes on a quarterly basis and work withritieidual LME-MCO to correct
identified issues.
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Objective 3: Ensure access and quality of the servi  ce system for
individuals with mental illness, developmental disa bilities or
substance abuse

The Balanced Budget Act of 1997 requires stat@spbement quality assessment and
performance improvement practices when enterirgantontract with a managed care entity.
These quality measures include availability of smy, assurance of adequate capacity and
services, coordination and continuity of care cagerand authorization of services, provider
selection, enrollee information, confidentialitpdagrievance systems.

The Divisions of Medical Assistance (DMA) and MH/EBEAS will implement a monitoring
process for LME-MCOs to meet performance measw@lased to the provision of timely
access to high quality services within an integtaervice system.

Action Ensure access and quality of the service system foonsumers of mental

Step 1 health services and their families.

Activities

1. By 011/01/2011, DMA, DMH/DD/SAS and LME-MCOs Wilevelop strategies for
outreach to encourage eligible individuals with taéhealth disorders to enroll in
Medicaid.

2. By 1/03/2012, and on an ongoing basis, IMT velliew LME-MCO implementation

plans and work with appropriate LME-MCO to devet@pacity for serving eligible
individuals with mental health disorders eithewotigh Medicaid or through services
funded by State and federal dollars.

3. By 01/03/2012, DHHS, in conjunction with LME-MGQwill establish a process for
receiving feedback and input from provider and comsr stakeholders on an ongoing
basis.

4. By 07/01/2013, DMA and DMH/DD/SAS will review LEFMCO strategies for menta
health promotion and work with LME-MCOs on any itéed issues.

5. By 07/01/2013, DMA and DMH/DD/SAS will review LEAMCO plans and provide

technical assistance to LME-MCOs to develop andempnt a plan for strengthening
recovery as an outcome of care for individuals wigntal health disorders, families,
and communities through Cross-Area Service Prog(@ASPs) and Critical Access
Behavioral Health Agencies (CABHAS) for the congdustatewide development,
support, and effective utilization of evidence-lstheatment, recovery, and quality
management practices.

6. On an ongoing basis, DMA and DMH/DD/SAS will iy, promote, and assist LME;
MCOs and their provider networks in the implemdotabf best practices in their
networks. These best practices should identifgaga, and retain individuals with
mental health conditions, achieve positive lifecomes, and promote and measure
“recovery” as a service outcome.
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Action
Step 2

Ensure access and quality of the service system foonsumers of substance
abuse services and their families.

Activities

1.

By 10/01/2011, and on quarterly basis, DMA adHDIDD/SAS will monitor LME-
MCOQ'’s design and promotion of best practices inrthevider network and strategies
that identify, engage and retain individuals witibstance abuse in services.

2.
Complete

By 10/01/2011, DMA, DMH/DD/SAS and LME-MCOs will pmote the use of
Screening, Brief Intervention, Referral and Treatt{&BIRT) and other tools by
primary care physicians for the prevention andygatkervention in cases of substance
abuse.

U

C

By 1/03/2012, and on an ongoing basis [with slédebe determined], IMT will monitof
MCOQO'’s development of capacity for serving eligibddividuals with substance abuse
disorders either through Medicaid or through sewifuinded by State and federal
dollars and provide technical assistance as negessa

By 01/03/2012, DMA, DMH/DD/SAS, in conjunctionitty LME-MCOs and
stakeholder groups, will establish a process foeikeng feedback and input from
stakeholders on an ongoing basis.

By 01/01/2013, and on an ongoing basis, DMH/DABSvill monitor LME-MCOQO'’s
prevention programs and environmental strategiesdoce the effects of substance
abuse on adults and youth.

By 01/01/2013, DMA, DMH/DD/SAS, in conjunctionitiy LME-MCOs, will develop
strategies for outreach to encourage eligible iddials with substance abuse disorde
to enroll in Medicaid.

'S

By 07/01/2013, DMA, DMH/DD/SAS will review MCOIlgns and provide technical
assistance to develop and implement a plan fongtinening Recovery Oriented
Systems of Care (ROSC) for individuals with substanse disorders, families, and
communities through CASPs and CABHAs for the cargthstatewide development,
support, and effective utilization of evidence-ltheatment, recovery, and quality
management practices.

On an ongoing basis, DMA and DMH/DD/SA will rew specialty needs and
populations and identify Best Practices, includiegv technology. Once identified,
DMA and DMH/DD/SAS will work with LME-MCOs and pragers to implement best

practices.

Action
Step 3

Monitor MCOs to determine appropriate and timely access to community
Crisis services.

Activities

1.

By start date of Medicaid managed care operstibMA and DMH/DD/SAS will
develop contract performance measures for increassess to crisis or emergency
services for individuals with MHSA or IDD or co-agting primary care needs.

By 07/01/2012, and on an ongoing basis, DMA BMH/DD/SAS will work with
LME-MCOs to monitor measures to evaluate use ofraddctions in emergency
department (ED) visits.

On an ongoing basis, DHHS will work with LME-MG@®@o promote prevention of
inappropriate use of Emergency Department througkaptive crisis services and NC
START Teams.
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L

Action Monitor to assure increased access to habilitatioservices under the

Step 4 Innovation Waiver.

Activities

1. By 10/01/2011, and annually there after a, IMllsreview each LME-MCO'’s gap
analysis and plans to fill service gaps in the Mai and state-funded I/DD service
array. .

2. By 12/01/2011, DMA will contract with AAIDD fotraining and evaluation of a state
wide Supports Intensity Scale (SIS).

3. By 12/01/2011, and on an ongoing basis, IMT$ neiliew the LME-MCO’s
identification, promotion, and barriers to commurgérvices and supports for
individuals with 1/DD to ensure self-determination.

4. By 12/01/2011, DHHS will establish a processtfar study/review of the 1915(i)
Option.

5. By 12/31/2011, DMH/DD/SAS’ and DMA'’s will provelguidance and oversight of
implementation of the Innovations Waiver, b3 sezgicand care coordination to ensure
that the maximum number of individuals with IDD aexved. The IMT will solicit
LME-MCO and stakeholder input

6. By 01/01//2012, and on an ongoing basis, IMTIsmonitor the quality and utilization
of Community Guide and care coordination in eachB-MCO network

7. By 01/01/2012, and on an ongoing basis, LME-MJd@®sonjunction with
DMH/DD/SAS and DMA, will monitor the provision oksvices to individuals with
I/DD as required of G.S.131E-176 and G.S. 131Edn8in accordance with CMS
requirements.

Action DMH/DD/SAS and DMA to oversee process of transitiang individuals

Step 5 from the CAP-MR/DD Tiered Waiver to the Innovations Waiver.

Activities

1. By 09/01/2011, DMA and DMH/DD/SAS will develop aosiswalk between the CAP

Complete | Waiver and the Innovations Waiver services and supp

2. By 11/01/2011, DMA will secure CMS approval oiended CAP-I/DD Waiver.

3. By 11/01/2011, and on an ongoing basis, DMA BMH/DD/SAS will ensure LME-
MCO offers seminars for CAP Waiver providers tolakpthe service crosswalk withir
90 days before the start date of each waiver site.

4, By 12/01/2011, at the readiness reviews, ananoongoing basis, DMA and
DMH/DD/SAS will review LME-MCO infrastructure andpertise for management of
I/DD services and supports in the Innovations Waive

5. By 07/01/2013, will DHHS establish and implemantsource allocation plan (Suppa
Needs Matrix) based on the Supports Intensity S&lB). Stakeholders will be
involved in this process.

rts
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Action
Step 6

DMH/DD/SAS and DMA to monitor LME-MCO performance a nd
individual outcomes of the Innovations Waiver.

Activities

1.

By 12/01/2011 DMA and DMH/DD/SAS will update &tinovations (c) Waiver
performance measures and annually thereafter jjucotion with LME-MCOs. Both
divisions will solicit feedback on performance ma&as from service recipients and
families.

By 11/30/2011, DMA and DMH/DD/SAS will developase procedures for ongoing
review and correlated reporting to verify the Inabwns waitlist.

By 01/01/2012, and on an ongoing basis, DMA MH/DD/SAS will ensure that
each annual monitoring of the MCO includes revidwlbcare coordination activities
related to /DD consumers.

By 01/01/2012, DHHS will add new members, inahgdDMH/DD/SA staff to the
current DMA Continuous Quality Improvement (CQInamittee to review all
Medicaid contract performance measures.

By 07/01/2012, and on an ongoing basis, DMA MH/DD/SAS will collect and
monitor their respective contract performance, @mbrt to the legislature, and the
public

By 01/01/2013, DMA will amend DMA contract wieimnual oversight vendor (Mercey)
to collect, validate, and prepare Innovations (@ annual quality report for CMS.

Action
Step 7

Manage the 1915(c) Innovations Waiver to achieve spified service
outcomes, consumer outcomes, system performance atast benefits.

Activities

1.

By 01/01/2012 or as soon as available, and amgning basis, DMH/DD/SAS, in
conjunction with LME-MCOs, will conduct analysis Gbre Indicators to evaluate
improvement in satisfaction.

By 07/01/2012, and on an ongoing basis, IMT valliew LME-MCO data to determing¢
whether individuals with I/DD and co-occurring digis have access to and receive
appropriate comprehensive, person-centered sernvid¢beir community

By 07/01/2012, and on an ongoing basis, IMT valliew LME-MCO data to determin¢
whether individuals with I/DD and co-occurring digis have access to and receive
appropriate comprehensive, person-centered senviéepatient and facility-based
settings.

By 01/01/2013, DMA and DMH/DD/SAS, in conjunatiavith LME-MCOs, will
establish statewide protocols to ensure accessvtass and ensure that the statewid
waitlist identifies individuals in need of serviaad the service they are requesting.

19}

On an ongoing basis [with dates to be deternjii2dA and DMH/DD/SA in
consultation with and LME-MCOs, will review spediaheeds and populations and
identify Best Practices including, new technolo@ihese will be conveyed to LME-
MCOs and providers.

On an ongoing basis [with dates to be deternjii2dA and DMH/DD/SAS will
utilize the readiness reviews to monitor the adeywd the IDD infra-structure of the
MCO.
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Objective 4: Strengthen the partnership with stake holders in
advising the State on implementation of the Strateg ic Plan.

Stakeholder involvement is crucial to the succdssfplementation of the 1915 (b)/(c)
Waivers. Successful LME-MCO applicants were regfito demonstratevidence of
community stakeholder engagement (consumers antddanCFAC, provider network, community
and county agencies) in submitting their applicatmthe State. The emphasis on stakeholder
involvement will continue at all levels from the IBYMCO through the DHHS level. It will include
involvement in activities that review and formulaiaicy for waiver implementation and activities
that monitor the LME-MCOs implementation and operabf the waivers.

étce“;())q Establish the roles and responsibilities for othestakeholders in the system.

Activities

1. By 12/01/2011, DHHS will establish a processDiMH/DD/SAS and DMA to receive
stakeholder feedback and input on elements of fegtefe customer service departme
for each LME-MCO.

2. By 12/01/2011, and on an ongoing basis, DMH/DAB&nd DMA staff will receive
stakeholder feedback and input on elements of festefe care coordination
department for each LME-MCO. This information Wik reviewed and next steps wi
be determined in EMT.

Action Seek input regarding the understanding and satisfamon of consumers and

Step 2 families, advocates and providers with the implemertion of LMEs
becoming LME-MCOs.

Activities

1. By 12/1/11, and every quarter thereafter, DMH/SBS and DMA staff will review
and address the guestions, common concerns, coemsieh, comments and
satisfaction of all stakeholders and report toEMT and LME-MCOs. EMT will
review resolutions/responses.

Action , o . .

Step 3 Establish and maintain systems for consistent comnmication.

Activities

1. By 12/01/2011, and on an ongoing basis, DMH/DE8%nd DMA in collaboration
with LME-MCOs and their County Commissioners witigage stakeholders in
establishing and maintaining systems for ongoiffgcéve communication and
coordination (DSS, DPH, DHSR, CCNC, hospitals, sthicacademic centers,
Department of Juvenile Justice, providers, andraitede and community agencies).

2. By 01/01/2012, DMA and DMH/DD/SAS will updateeihrespective websites to
publish quarterly dashboards of all LME-MCO perfamoe measures, including annu
consumer and provider surveys, service trendsppadnce improvement, and other
outcome measures.

ial
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Objective 5: Increase knowledge and skills througho ut the system

The implementation of the 1915(b)/(c) Waivers &gnificant change in the MH/DD/SA
service delivery system in NC. It is importantttht stakeholders develop an understanding
of these Medicaid Waivers. Knowledge enables tHélB to assist the LME-MCO with
successful implementation of the waivers. Knowkedgd skills enable the LME-MCO to
manage the system ensuring that individuals recginially indicated serves at the
appropriate level. Knowledge assists the providertilize best practices to serve consumers.
Knowledge empowers consumers to better advocatbéarneeds. Greater knowledge and
skills among all stakeholders serves to improveaues.

Action
Step 1

Establish and maintain systems for consistent comnmication.

Activities

1.
Initiated

By 09/01/2011, and on an ongoing basis, DMA and DMBISAS will prepare
materials on the waiver for the general public Bomd_ME-MCOs to use locally.

2.

By 10/01/2011, and on a quarterly basis IMT valliew LME-MCO educational and
collaborative activities with all stakeholders (8ee recipients, providers, local
agencies) about the 1915 (b)/(c) Waiver to ensatigiges occur and stakeholder
feedback is received.

By 12/01/2011, DHHS staff, in collaboration witME-MCOs and their county

governments, will begin to engage stakeholdeestablishing and maintaining syste
for ongoing, effective communication and coordioatamong state and local agencie
and organizations

ns

By 01/01/2012, DHHS will enhance DMH/DD/SA, DMand DHHS websites to
enable stakeholders, LME-MCOs, providers and coessmasy access to a full rangg
of information regarding state and national hesddources and initiatives.

1%

By 01/01/2012, DMH/DD/SAS, DMA and DHHS will delop a mechanism to monita
utilization of websites and seek feedback on tise @ the website's use as well as
ideas on additional information or links that woelthance the website’s utility.

By 02/01/2012, and on an ongoing basis, IMT valliew LME-MCO plans to facilitate
the on-going exchange of information with employefsupports and services

By 07/01/2012, and on an ongoing basis, DHH&work with LME-MCOs to
communicate system successes, lessons learnepgeesmhal impacts on individuals t
the general public.

By 07/01/2012, DHHS and LME-MCOs will identifpé promote system successes
the 1915 (b)/(c) Waiver on an on-going basis.

Df

On an on-going basis, DMH/DD/SAS and DMA staiil wontinue to collaborate with
CFACs and other agencies representing individuadsiving services to identify and

answer guestions and concerns about system changes.
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g;:etlpc))g Ensure on-going learning and application of skilland knowledge.

Activities

1. By 01/01/2012, and on an ongoing basis, DMARBMHDDSAS will monitor their
respective contract requirements and report LME-M€€pient educational activities
to each IMT.

2. By 07/01/2012, DHHS, in conjunction with LME-MGQwill develop model of a
learning community and establish statewide netwtwlsipporiearningand
development opportunities for all stakeholders ald@15 (b)/(c) Waivers.

3. By 07/01/2012, DHHS will develop a Consumer/Rgrbearning Academy.

4. By 12/01/2012, and on an ongoing basis, IMT$ mdnitor LME-MCO'’s to ensure tha
each LME-MCO meets all CMS required standards éoeas to qualified services an
professionals.

Implementation

I 2011

2012 2013 .
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Objective 6: Partner with LME-MCOQO'’s and CCNC to pro
iImplement a system of integrated care between menta
intellectual/developmental disability and substance

mote and
| health,
abuse service

providers and primary care providers.

Best practice and cost effective care requirertegration of all of an individual’s health care
needs. There must be close communication betweegprtmary care physician and the
providers of MH, DD, and SA services. Community&af North Carolina (CCNC) data
indicates that 13.6% of the individuals servedhmjrtprimary care physicians have
significant (costing over $10,000 annually) behaalidnealth needs. It is crucial that all
aspects of healthcare delivery to these, andmaliyiduals be coordinated to ensure the use of
best practices, decrease duplication of servicebjraprove outcomes.

Action Provide outreach, support and services to individuls and families identified

Step 1 as being at risk of compromised health and safetpteliminate or reduce
those risks.

Activities

1. By 11/01/2011, and on an ongoing basis, DMA watjuire compliance with the LME-
MCOQO'’s and CCNC's existing model of collaboratiom fbe coordination of care for
individuals with MI, IDD, and SA disorders.

2. By 01/01/2012, DMA will ensure that all CCNCgarMEs-MCOs performance
contracts include requirements for collaboratitwe, support of integrated care practid
and fidelity to the four quadrant integration ofeanodel.

3. By 02/01/2012, and on an ongoing basis, DMA mitinitor the LME-MCO and CCNC
networks to ensure that consumers have accesslthd¢ere and behavioral health ca
treatment by integrating effective care manageraadtcare coordination, including
strategies for promoting dental care.

Action Develop strategies and materials to educate/inforoMEs-MCOs, providers,

Step 2 consumers and family members, and other stakeholdsrof the four
guadrant integration of care model in North Carolina.

Activities

1. By 01/01/2012, and on an ongoing basis, DMA RMH/DD/SAS will provide
training to LMEs-MCOs, CCNC and providers, consusnand other stakeholders
regarding the Four Quadrant Integration of Care &lod

2. By 01/01/2012, and on an ongoing basis, DMA wmitinitor LME-MCQ’s and CCNC

networks’ provision of educational opportunitieslanaterials to inform and
empowerment activities for consumers and familiesnipers regarding health care an

integrated care.
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Action Implement integrated care practices into MCO netwoks and review

Step 3 performance measures related to integrated care ancbllaboration.

Activities

1. By 11/30/2011, DMA and DMH/DD/SAS will establighsystem for monitoring
indicators and publish this system for LME-MCOs attider stakeholders.

2. By 01/01/2012, and on an ongoing basis, DMH/DEB&nd DMA will evaluate State
clinical policy and revise as needed to reflect mavdence and best practices of
integrated care. Both Divisions will collaborateamiME-MCOs to implement those
best practices in their local networks.

3. By 04/01/2012, and on an ongoing basis, DMH/DIB&nd DMA staff to assess the
LME-MCO use of evidence-based practices in integtatre, e.g. SBIRT and modify
as necessary to ensure fidelity and work with LME®to strengthen practices wher
needed

4, By 01/01/2013, and on an ongoing basis, IMT$ miliew outcomes and performance
measures and, in conjunction with LME-MCOs, devedtrptegies to increase cost
effectiveness.

Action Maximize use of consumer health information via CCIKT Informatics System

Step 4 (Provider Portal)

Activities

1. By 11/01/2011, DMA and DMHDDSAS staff to clarifgalification for access to
Provider Portal/Informatics Center.

2. By 01/01/2012, DMA and DMHDDSAS staff to clarifyatewide general procedures
and legalities for sharing data (HIPAA, HIT andatienic health records) on mental
health, developmental disabilities, and substabose&consumers.

3. By 01/01/2012, DMA and DMHDDAS staff will collabate with LME-MCOs to create

and maintain data sharing protocols for providersrtsure informed treatment plannin

'9

and coordination among providers.
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Chapter 4. Evaluation of Progress and Next Steps

An important component of the Strategic Plan isd&eelopment and implementation of
evaluation processes. The Department of HealtiHamdan Services is presently engaged in
several processes to ensure the appropriate eloaludtthe system as the Medicaid Waiver is
implemented. As stated in Chapter 2, the systgméds are to improve access to MHDDSA
services, improve the quality of MH/DD/SA servicesprove access to primary care for
people with mental illness, developmental disabsitand substance abuse, improve cost
benefit of services, and to manage all public resesiassigned to the MCOs. Specifically,
priorities for the evaluation process include deiaing that there is appropriate access to
services both for those who are Medicaid-eligibled for those who are indigent, evaluating
the quality services that are provided to those aigoserved, auditing the utilization of fiscal
resources for compliance with contractual requineisieand requiring corrective action when
deficiencies in meeting performance expectatioad@ind. The DHHS relies on a variety of
mechanisms to evaluate the Waiver implementationgss and ensure the quality of the
service system.

External Quality Review (EQR)

External Quality Review (EQR), as mandated by Chtfhisists of an extensive review of
materials and processes that is conducted by apémilent and certified EQR Organization
to assess service delivery and coordination ofthealre provided by the MCO. This review
culminates in an EQR Annual Technical Report sutadito DMA by the independent,
certified EQR organization.

The Balanced Budget Act (BBA) of 1997 requiresesadb conduct an EQR process and
requires DMA to implement quality assessment antbpeaance improvement practices when
entering into a contract with a Prepaid Inpatieaakthcare Plan (PIHP) or Medicaid Managed
Care Organization (MCO). Title 42 Code of Fed&agulation (CFR) Part 438 outlines the
State’s responsibilities as they apply to the dgwelent, periodic review, and update of the
State’s Quality Strategy for assessing and impipthe quality of managed care services
provided by Medicaid managed care entities. Aslji 42 of the CFR, the State’s Quality
Strategy must be reviewed at least once every fl@aes. The purpose of this assessment is
to thoroughly review North Carolina’s Quality Segy and provide recommendations based
on the standards provided in the Code of FederghiRgons. This goal is achieved through
the following objectives:

1) Evaluate the implementation of the State Qu&irategy against CMS minimum
standards.

2) Assess the effectiveness of CMS minimum gjragein improving care.
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3) Identify opportunities for quality improvemeiding national benchmarks and quality
measures.

4) Suggest enhancements to the State Qualitte§yran order to maximize the strategy’s
effectiveness.

The EQR staff works with DMA staff to gain an unstanding of the goals, objectives, and
purposes of the quality strategy as they relatadeting both the requirements set forth in the
CFR and DMA'’s extended needs. The approach isdb@asé¢he requirements as outlined in
the CFR, Title 42, Part 438, and a review of tHWwing documents:

1) The Quality Strategy
2) The LME-MCO/DMA contract
3) Various supporting documents and reports stibchio DMA by the MCO

Using the CFR standards as a guide, the EQR weilitity standards that apply to MCOs. For
each standard, the EQR will review available evogeinom the above data source documents
to determine the extent to which the State, andatdractor MCOs, meet the standard.
Quality measures data provided by MCOs in annyainte will be compared against the
guality strategy and the standards. Interim regpand previous feedback received from CMS
will also be utilized in the review of the qualgjyrategy where applicable.

Intra-departmental Monitoring Teams

These teams, one for each LME-MCO, are compriséaMA and DMHDDSAS staffs who
meet monthly with representatives from their LME-M€to review progress toward a set of
prescribed milestones in implementing their Waplan, adopting managed care functions,
and continuing their LME responsibilities. Once tVaiver is implemented, each IMT will
meet quarterly with its LME-MCO to assess its onggperformance to ensure quality
expectations are achieved and sustained. IMTg&a#ive regular reports from the LME-
MCO, local CFAC and other recipients, and proviggaresentatives. The IMTs will be the
primary locus for reviewing the LME-MCO performanoeasures, making recommendations
for improvements in each LME-MCQ'’s operations, amghitoring their progress under both
the DMA and DMHDDSAS contracts.

DMH/DD/SAS and DMA are currently working togetherdevelop a cross-training and
communication process for all staff assigned toRhEs in order to ensure adherence to
industry standards, identify and implement besttras and to nurture an internal quality
improvement culture.

Annual on-site reviews

DHHS staff on the IMTSs, in conjunction with natidm@nsultants, will conduct annual
reviews of the LME-MCOs’ operations. These ongisits will serve to verify data reported
to the State, provide an opportunity to observe EMEO operations, identify and discuss
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ongoing issues with LME-MCO staff, and determineder performance improvement
projects.

Performance Measures

DMA and DMHDDSAS will employ a standardized sefpefformance measures to evaluate
the progress of LME-MCOs as they assume the roldsesponsibilities of managed care
organizations and continue their current LME fuoics. These measures will include both
comparative and trend data that the LME-MCOs reggtilarly to the State and data that the
State compiles from administrative information. eT3tate will use the performance measures
to assist in monitoring managed care functionsyelkas legislated functions required of

LME to provide state and federally-funded services.

Some of the performance measures that will be twatie LME-MCO performance
dashboard are required by the Centers for MedmaittiMedicare Services (CMS). Other
performance measures are required by the Substdnse and Mental Health Services
Administration (SAMHSA) for oversight of federaldak grant funds. In addition, NC
legislation requires performance measures to mobhME operation of their legislated
functions. The measures, including annual expectafor performance, will be specified in
the LME-MCO contracts with DHHS. DMH/DD/SAS and DMske currently reviewing
current contracted performance measures to ensatréhie federal and state requirements for
each division are met, while simplifying and stréiamg requirements for LME-MCOs.

The adopted measures will be based on definitioogigled by HEDIS Technical
Specifications, National Quality Forum Endorsedn8tads, and other nationally accepted
measures of healthcare quality. Examples of plesdiimains covered by the measures are
included in the table below.

Domain
* Access * Provider Networks
» System Performance & Financial « Stakeholder perceptions
Management * Health and Safety
* Consumer Experience SAMHSA Initiatives
* Integrated Care * Prevention
* Clinical Management * Innovations

LME-MCOs and DHHS will begin tracking measureshiege domains prior to becoming
LME-MCOs so that baseline data is available. Tisenyice trends and fiscal viability can be
monitored on an on-going basis. This will allow BS to monitor implementation as well as
evaluate the impact of managed care on the exiséngce system.
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As these data are collected and analyzed, the Bilhthare results with providers, other
LME-MCOs, partner agencies, and consumers and i&snilThe State will also actively seek
stakeholder input on an on-going basis as a vitaponent of the evaluation process.

As data are collected, the State will use the tesalactively manage and monitor the waiver
implementation process. Some measures will be aséedarly warning signals” to alert the
State of potential problems and assist LME-MCOstaedState in determining strategies to
appropriately modify the implementation proces®e DMH/DD/SAS, DMA and the LME-
MCO will address areas of success and underperfaretthrough the IMTs and other
oversight committees described below to ensureiti@ovements are made and sustained.

Additional mechanisms that will be utilized to evatle Waiver progress include the
following:

» Executive Management Team The Executive Management Team (EMT) will
provide global oversight for waiver implementatidbwill be comprised of staff from
DHHS MCOs, and stakeholders. To ensure maximukektdder input, a stakeholder
advisory committee will be established to includeide range of interests. This
group will designate members to serve on the EMdotomunicate issues, concerns,
and feedback.

» Global Continuous Quality Improvement— Led by DMA, per CMS requirements,
and with DMH/DD/SAS membership, this committee esvs QMS activities and
provides direction, feedback and support for sgriatquality issues. It will also
identify statewide trends in quality of care comser These ongoing communications
create a continuous feedback loop that impactstyudlcare improvements for
Medicaid participants.

« DMH/DD/SAS Quality Improvement Steering Committee— This committee acts as
a clearinghouse for all state-funded and block tgeéforts. It is responsible for
evaluating the performance of the service systemasole, reviewing issues
identified by the above groups and other committdeselop plans for improvements,
overseeing implementation of performance improvdamenjects, and evaluating the
impact of improvement efforts.

In conjunction with the committees and processaedi above, periodic reports will be
provided to the legislature and to the public teale the status of LME-MCOs and waiver
implementation.
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Appendix A. House Bill 916

GENERAL ASSEMBLY OF NORTH CAROLINA
SESSION 2011

SESSION LAW 2011-264
HOUSE BILL 916

AN ACT TO ESTABLISH REQUIREMENTS FOR THE DEPARTMENOF HEALTH AND
HUMAN SERVICES AND LOCAL MANAGEMENT ENTITIES WITH RESPECT TO
STATEWIDE EXPANSION OF THE 1915(B)/(C) MEDICAID WAJIER.

The General Assembly of North Carolina enacts:

SECTION 1.(a) The Department of Health and Human Services (Deyant) shall
proceed with statewide restructuring of the managemesponsibilities for the delivery of
services for individuals with mental illness, idéetual and developmental disabilities, and
substance abuse disorders through expansion @Bttigb)/(c) Medicaid Waiver. It is the intent
of the General Assembly that expansion of the 191&) Medicaid Waiver will be completed by
July 1, 2013, and will result in the establishmeina system that is capable of managing all
public resources that may become available for aldmalth, intellectual and developmental
disabilities, and substance abuse services, ingu@ideral block grant funds, federal funding for
Medicaid and Health Choice, and all other publiedimg sources. In implementing the
restructuring and expansion authorized in thisisecthe Department shall do all of the
following:

(1) Establish accountability for the developmemd amanagement of a local system
that ensures easy access to care, the availadiliydelivery of necessary
services, and continuity of care for consumersaadhof mental health,
intellectual and developmental disabilities, andssance abuse services.

(2) Maintain fidelity to the Piedmont Behavioragé&lth (PBH) demonstration model,
a proven system for the operation of all publioteses for mental health,
developmental disabilities, and substance abuse&ssr

3) Designate a single entity to assume respditgifor all aspects of Waiver
management. The following operational models acept@able options for Local
Management Entity (LME) applicants:

a. Merger model: A single larger LME is formedrfréhe merger of two or
more LMEs.
b. Interlocal agreement among LMEs: A single LMEdentified as the

leader for all Waiver operations, financial managatand accountability
for performance measures.
4) Use managed care strategies, including cavedgwation and utilization
management, to reduce the trend of escalating cotlie State Medicaid
program while ensuring medically necessary cared@piby a system for the
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allocation of resources based on the reliable assa# of intensity of need. The

Department shall design these strategies to effigielirect consumers to

appropriate services and to ensure that consureees/e no more and no less

than the amount of services determined to be miyimacessary and at the
appropriate funding level.

(5) As the 1915(b)/(c) Medicaid Waiver expandsestede, phase out the current
CAP-MR/DD Waiver as well as the utilization managagnfunctions currently
performed by public and private contractors.

(6) Design the Innovations Waiver in such a wayoaserve the maximum number of
individuals with intellectual and developmentalahgities within aggregate
funding.

(7 Require LMEs approved to operate a 1915(bMedlicaid Waiver of the
following:

a. Maintain a local presence in order to resportti¢ unique needs and
priorities of localities.

b. Implement a process for feedback end exchahiggoomation and ideas
to ensure communication with consumers, familiegyiders, and
stakeholders regarding disability-specific and gahé/aiver operations.

C. Establish and maintain systems for ongoing camoation and
coordination regarding the care of individuals witkntal iliness,
intellectual and developmental disabilities, andstance abuse disorders
with other organized systems such as local depaisya# social services,
Community Care of North Carolina, hospitals, scteygtems, the
Department of Juvenile Justice, and other commwaggncies.

d. Comply with the following operational requirents:

1. Maintain disability specific infrastructure andmpetency to
address the clinical, treatment, rehabilitativeyilitative, and
support needs of all disabilities covered by th&5(B)/(c)
Medicaid Waiver.

2. Maintain administrative and clinical functiomsgluding
requirements for customer service, quality managenaeie
process, provider network development, informasigstems,
financial reporting, and staffing.

3. Maintain full accountability for all aspects\Waiver operations
and for meeting all contract requirements specifigthe
Department. The Department shall not require LMES t
subcontract any managed care functions or noneseadgtivities
to other entities. However, LMESs that choose tocsulract
managed care functions to other entities will b&tkd to the
following:

l. Information systems.
Il. Customer service (including call center) oprenas.
Il Claims processing.

V. Provider, enrollment, credentialing, and moniihg.
V. Professional services.
VI. Treatment Plan development.
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VII.  Referral to services.

SECTION 1.(b) By August 1, 2011, the Department shall select LNt have been
assessed to meet minimum criteria for Waiver opmrataccording to the requirements of RFA
#2011-261 issued on April 1, 2011.

SECTION 1.(c) The Department shall require LMEs that have nohlzgsroved by the
Department to operate a 1915(b)/(c) Medicaid Wabyedanuary 1, 2013, to merge with or be
aligned through an inter-local agreement with arH tat has been approved by the Department
to operate a 1915(b)/(c) Medicaid Waiver. If any EN&ils to comply with this requirement, the
Department shall assign responsibility for managearéthe 1915(b)/(c) Medicaid Waiver on
behalf of the noncompliant LME to an LME that ixsessfully operating the Waiver and
successfully meeting performance requirementsettntract with the Department. Those LMEs
approved to operate the 1915(b)/(c) Medicaid Waiveter an inter-local agreement must have a
single LME entity designated as responsible foagfiects of Waiver operations and solely
responsible for meeting contract requirements.

SECTION 1.(d) County governments are not financially liable feerspending or cost
overruns associated with an area authority's oparat a 1915(b)/(c) Medicaid Waiver. County
governments are not financially liable for oversgieg or cost overruns of Medicaid services
associated with a county program or multicountygpam's operation of a 1915(b)/(c) Medicaid
Waiver beyond the county program or multicountygpaon's Medicaid risk reserve and Medicaid
fund balance amounts.

SECTION 1.(e)Providers of targeted case management under theNIA®D Waiver
are qualified to provide the 1915(c) service kn@srCommunity Guide under the Innovations
Waiver. During the first year of assuming respotisiifor Waiver operations, LMEs shall offer
to contract with providers that were previously iigwed to provide targeted case management to
individuals with intellectual and developmentalatigities under the CAP-MR/DD Waiver, for
the provision of Community Guide services.

SECTION 1.(f) By December 31, 2011, the Department shall detegrthia feasibility of
adding habilitation services to the State Medi¢eh through the 1915(i) Option as a strategy to
address the needs of Medicaid enrollees with IDD @te not enrolled in the Innovations Waiver
and are not residing in an intermediate care tgddr the mentally retarded (ICF-MR facility).

SECTION 1.(g) The Department shall consider the impact on ICFfEiRlities included
in the 1915(b)/(c) Medicaid Waiver to determine atodkhe extent possible, minimize potential
inconsistencies with the requirements of G.S. 13I&-and G.S. 131E-178 without negatively
impacting the viability and success of the 191%®)Medicaid Waiver programs.

SECTION 1.(h) The Department shall discontinue the pilot progtaradminister the
Supports Intensity Scale to people with intelletarad developmental disabilities in non-Waiver
LMEs.

SECTION 1.(i) The Department shall establish written policiesueing alignment of
objectives and operational coordination of the 1BY$c) Medicaid Waiver and the care of
individuals with mental illness, intellectual aneMg@lopmental disabilities, and substance abuse
disorders with other organized systems under tepiees of the Department, including
Community Care of North Carolina.

SECTION 1.(j) In the development of the budget for the 2013-2sd&l biennium and
subsequent biennia, the General Assembly shalid®na reinvestment of at least fifteen percent
(15%) of the total projected State savings for thahnium from the operation of the 1915(b)/(c)
Waiver, for the purpose of expanding the numberooisumers served by the Innovations 1915(c)
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Medicaid Waiver, or for the purpose of expandingeotservices that are designed to meet the
needs of individuals with intellectual and devel@mtal disabilities.

SECTION 1.(k) By October 1, 2011, the Department, in coordinatigth the Division
of Mental Health, Developmental Disabilities, antbStance Abuse Services, the Division of
Medical Assistance, LMEs, PBH, and with stakeholdput, shall submit to the appropriate
Oversight Committee of the General Assembly aafyiatplan delineating specific strategies and
agency responsibilities for the achievement ofdbgectives and deadlines set forth in this Act.

SECTION 1.(I) The Department shall submit status reports to theeGal Assembly on
the restructuring and expansion authorized ingagion on January 1, 2012, April 1, 2012,
October 1, 2012, February 1, 2013, and Octobe0132

SECTION 2. G.S. 122C-115(a) reads as rewritten:

"(a) A county shall provide mental health, elepmental disabilities, and substance abuse
services through an area authority or through atyoprogram established pursuant to G.S.
122C-115.1. The catchment area of an area authmraycounty program shall contain either a
minimum population of at least 200,000 or a minimofsix counties. Beginning July 1, 2012,
the catchment area of an area authority or a cqumatyram shall contain a minimum population
of at least 300,000. Beginning July 1, 2013, thelmaent area of an area authority or a county
program shall contain a minimum population of aste500,000. To the extent this section
conflicts with G.S. 153A-77(a), the provisions afS5153A-77(a) control.

(al) Effective July 1, 2007, the Department of Hfeahd Human Services shall reduce by ten
percent (10%) annually the administrative fundioglMEs that do not comply with the
catchment area requirements of subsection (ajot#ction. However, an LME that does not
comply with the catchment area requirements becalusehange in county membership shall
have 12 months from the effective date of the ceangomply with subsection (a) of this
section. Effective July 1, 2012, the Departmentiskduce the administrative funding for LMEs
that do not comply with the minimum population regment of 300,000 to a rate consistent with
the funding rate provided to LMEs with a populatafr800,000.

(a2) Effective July 1, 2013, the Departmsmll reassign management responsibilities for
Medicaid funds and State funds away from LMEs #ratnot in compliance with the minimum
population requirement of 500,000 to LMEs thatfatly compliant with all catchment area
requirements, including the minimum population iegments specified in this section.

(b) Counties shall and cities may approprfands for the support of programs that serve the
catchment area, whether the programs are physicatyed within a single county or whether
any facility housing a program is owned and operaiethe city or county. Counties and cities
may make appropriations for the purposes of thiapgBdr and may allocate for these purposes
other revenues not restricted by law, and coumtiag fund them by levy of property taxes
pursuant to G.S. 153A-149(c)(22).

(c) Except as authorized in G.S. 122C-115ithiva catchment area designated in the
business plan pursuant to G.S. 122C-115.2, a ldarolunty commissioners or two or more
boards of county commissioners jointly shall esslibhn area authority with the approval of the
Secretary.

(d) Except as otherwise provided in this sabea, counties shall not reduce county
appropriations and expenditures for current openatand ongoing programs and services of area
authorities or county programs because of the aviditly of State-allocated funds, fees, capitation
amounts, or fund balance to the area authoritypanty program. Counties may reduce county
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appropriations by the amount previously appropddg the county for one-time, nonrecurring
special needs of the area authority or county gt
SECTION 3. G.S. 122C-115.3(a) reads as rewritten:

"(a) Whenever the board of commissioners oheainty constituting an area authority
determines that the area authority is not operatirige best interests of consumers, it may direct
that the area authority be dissolved. In additwinenever a board of commissioners of a county
that is a member of an area authority determinaistbiie area authority is not operating in the best
interests of consumers of that county, it may wildfrom the area authority. An area authority
that does not meet the minimum population requirgmepecified in G.S. 122C-115 may
dissolve at any time during a fiscal year. Dissolubf an area authority or withdrawal from the
area authority by a county for other reasons die#ffective only at the end of the fiscal year in
which the action of dissolution or withdrawal trained."”

SECTION 4. G.S. 150B-1(d) is amended by adding a new subdivit read:
"(20) The Department of Health and Human Servinamplementing, operating, or overseeing
new 1915(b)/(c) Medicaid Waiver programs or amenas & existing 1915(b)/(c) Medicaid
Waiver programs.”

SECTION 5. This act is effective when it becomes law.
In the General Assembly read three times and editihis the 18day of June, 2011.

Walter H. Dalton
President of the Senate

Dale R. Folwell
Speaker Pro Tempore of the House of Representatives

Beverly E. Perdue
Governor

Approved 4:52 p.m. this 2&8lay of June, 2011
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Appendix B. Development of Capitation Rates

Initially, the rates will be calculated using a-flee-service (FFS) data source. This will allow
for the collection of managed care encounter amahftial data for the first two years of the
program. To develop capitation rates on an adligsound basis for MCO using historical
FFS data, the following general steps are performed

abrowbdpE

Summarize the FFS Claims and Eligibility Data,
Combine the Multiple Years of FFS Data Together,
Project the FFS Base Data Forward,

Include the Effect of Program/Policy Changes, and
Adjust the FFS Data to Reflect Managed Care Priesip

The services that are covered under the capitpagments to MCOs are:

1.

2.

3.
4.

5.

All Medicaid MH/DD/SA services described in clinlaaverage policies 8A through
8J located on the DMA website latp://www.ncdhhs.gov/dma/mp/index.htm
Medicaid covered MH/DD/SA emergency room servigeduding all professional
charges, x ray and lab work

All Medicaid covered services provided by psychédsr

1915(c) HCBS waiver services as defined in thedirations” Waiver at:
http://www.ncdhhs.gov/dma/piedmont/InnovationsReal®A08. pdf

Section 1915(b)(3) Waiver services as defined enli®15(b) MH/DD/SAS Waiver

To the extent that the pharmacy charges are indluda hospital bill, they are included in the
rates. Labs for services provided outside of tReake excluded.
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Appendix C. LME-MCO Implementation Plan for IMT
Oversight

As described in Objective 2, an Intra-departmelt@ahitoring Team (IMT) is assigned to
oversee the implementation of an LME-MCO. Each Ltkzelops its implementation plan
and reports to the IMT on a monthly basis. ThéWing describes the major tasks involved
in establishing the functions that must be in pkaceperate as a managed care organization.
Each implementation plan specifies target datethiese tasks based on a “go live” date upon
DHHS and CMS approval.

10.

11.

12.

13.

14.

LME-MCO Facilities and Organizational Management Tasks
Contracting and Capitation

Customer Services

Utilization Management/Care Management

Innovations

Provider Network Management

CCNC & LME Engagement of Care Integration

Quality Management

Financial Management/Monitoring

Claims and IT Staffing

Claims Administration System Development

Provider Advisory Council and CFAC Representatres report out
Reporting

Merger / Inter- local Agreement Management/Mororing
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Appendix D. Acronyms and Definitions

Acronyms

AAIDD American Association of Intellectual Developmtal Disabilities

CABHA Critical Access Behavioral Health Agency

CFR Code of Federal Regulations

CMS The Federal Centers for Medicare and Medicaidi€es http://www.cms.hhs.gov/

DD or I/DD Developmental disabilities or intellealtand/or developmental disabilities

DHHS Department of Health and Human Services

DMA Division of Medical Assistance, a division oHMHS and North Carolina’s State
Medicaid Agency

DMH/DD/SAS | Division of Mental Health, Developmenfisabilities and Substance Abuse Servic
a division of DHHS

EMT Executive Management Team

EQRO External Quality Review Organization

HCBS Home and Community Based Services

HIPAA Health Insurance Portability and Accountalilict enacted by U.S. Congress in 19

ICF-MR Intermediate Care Facility for the MentaRgtarded

IMT Intra-departmental Monitoring Team

MCO Managed care organization

PBH The LME formerly named Piedmont Behavioral ke@hre

PIHP Prepaid Inpatient Health Plan — see below

PMPM Per member per month

UM/UR Utilization management / utilization reviewsee below

Definitions

Action The denial or limited authorization of a vegted service, including the

type or level of service; the reduction, suspensioriermination of a
previously authorized service; the denial, in whaién part, of payment
for a service; the failure to provide services timzely manner, as
defined by the State; the failure of the LME to within the timeframes
provided in 42 C.F.R. 438.408(b). For a rural aesadent with only
one LME, the denial of a Medicaid Enrollee’s requesbtain services
outside the Provider Network:

a. From any other provider in terms of training, exeece,
and specialization) not available in the network.
b. From a provider not part of the network that is tiein

source of a service to the recipient—provided that
provider is given the same opportunity to become a
participating provider as other similar providetsthe
provider does not choose to join the network orscoat
meet the qualifications, the Enrollee is given aich of
participating providers and is transitioned to a
participating provider within 60 days.
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c. Because the only plan or provider available dogs no
provide the service because of moral or religious
objections.

d. Because the Enrollee’s provider determines that the
recipient needs related services that would sulbfect
recipient to unnecessary risk if received separatntl
not all related services are available within teevork.

Appeal

A request for administrative review of artido as defined above.

Grievance and Appeal
Procedure

The written procedures pursuant to which Enrolleay express
dissatisfaction with the provision of services bg t ME and the
methods for resolution of Enrollee grievances goukals by the LME.

Critical Access Behavioral
Health Agency

Critical Access Behavioral Health Agency (CABHA)ds\ew
category of provider agency, approved by DHHS amMECCABHAS
are designed to ensure that critical services elieeted by a
clinically competent organization with appropriatedical, clinical,
and quality management oversight and the abilityeiver a
continuum of services.

Capitation Payment

A fixed payment remitted at tagintervals by DMA to the LME(S)
operating a PIHP. The LME determines whether thaividers are
paid fee for service or on a capitated basis.

Care Management

A multidisciplinary, disease cemtapproach to managing medical ¢
using outcome measures to identify best practidé® purpose of care
management is to identify level of risk, stratifyservices according to
risk, and prioritize recipients for services. Tdpproach utilizes
collaboration of services, systematic measuremahteporting and
resource management.

are

Clean Claim

A clean claim is a claim that can becpssed without obtaining
additional information from the provider of the dees or from a
third party. It does not include a claim underiegvfor medical
necessity, or a claim that is from a provider ieatnder investigation
by a governmental agency for fraud or abuse.

Complaint

See grievance.

Covered Services

The services identified in thevaraapplication and in the contract
that the LME agrees to manage pursuant to the tefitie contract.

Cultural Competency

The understanding of the splifgjuistic, ethnic, and behavioral
characteristics of a community or population arelahility to
translate systematically that knowledge into paadiin the delivery
of mental health, developmental disabilities arlossance abuse
services. Such understanding may be reflectedXample, in the
ability to: identify and value differences; acknedbe the interactive
dynamics of cultural differences; continuously exghaultural
knowledge and resources with regard to populatsenged,;
collaborate with the community regarding servicevisions and
delivery; and commit to cross-cultural trainingstéff and develop
policies to provide relevant, effective programstfee diversity of
people served.
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Days Unless otherwise noted, refers to calendas.d&yorking day” or
“business day” means day on which DHHS is offigialpen to
conduct its affairs.

Department The North Carolina Department of Healtd Human Services

Enrollee A person who is on Medicaid and in onéhefmandatory eligibility
groups included in the waiver is automatically diecbin the PIHP
regardless of whether s/he ever accesses services.

Evidence based A program or practice that has hatipte site random controlled
trials demonstrating that the program or practicefiective for the
population served.

Fee-for-service A method of making payment directly to health gareviders
enrolled in the Medicaid program for the provis@rhealth care
services to Recipients based on the payment meswuidsrth in the
State Plan and the applicable policies and proesdofr DMA.

Grievance An expression of dissatisfaction by obehalf of an Enrollee about
any matter other than an action, as “action” israf in this section.
The term is also used to refer to the overall sygteat includes
grievances and appeals handled at the LME levebaoéss to the
State fair hearing process. (Possible subjectgrievances include,
but are not limited to, the quality of care or $eeg provided, and
aspects of interpersonal relationships such asasieof a provider
or employee, or failure to respect the Enrolle@jhts).

Hearing A formal proceeding before an Office of Adistrative Hearing Law
Judge in which parties affected by an action ointended action of
DHHS shall be allowed to present testimony, docuargrevidence
and argument as to why such action should or shoatithe taken.

Innovations Waiver The current NC 1915 C home andraunity based services waiver
(HCBS) currently operated by PBH and for which #&gilon has
been made for statewide implementation. The Intiowa Waiver
replaces the Community Alternatives Program fosBes with
Mental Retardation and Developmental Disabiliti€éaP-MR/DD) in
the Piedmont counties.

Insolvency The inability of the LME to pay its ofpitions.
Managed Care An umbrella term for health plans that provide tieahre in return for g
Organization (MCO) predetermined monthly fee and coordinate care tir@udefined
network of providers, physicians and hospitals.
Medical Necessity Treatment that is
a. Necessary and appropriate for the prevention, disign

palliative, curative, or restorative treatment ahantal health or
substance abuse condition;

b. Consistent with Medicaid policies and National vidence
based standards, North Carolina Department of Heald
Human Services defined standards, or verified dependent
clinical experts at the time the procedures, prtgland the
services are provided,;
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C. Provided in the most cost effective, least restrgcenvironment
that is consistent with clinical standards of care;

d. Not provided solely for the convenience of the peait,
recipient’s family, custodian or provider;

e. Not for experimental, investigational, unproversotlely
cosmetic purposes;

f. Furnished by or under the supervision of a practér licensed

(as relevant) under State law in the specialtyfoich they are
providing service and in accordance with Title 42he@ Code of
Federal Regulations, the Medicaid State Plan, thi\NCarolina
Administrative Code, Medicaid medical coverage gek, and
other applicable Federal and state directives;

g. Sufficient in amount, duration and scope to reabbnachieve
their purpose, and
h. Reasonably related to the diagnosis for which trey

prescribed regarding type, intensity, durationesf/ce and
setting of treatment.

Within the scope of the above guidelines, medicadlgessary treatmen
shall be designed to:

a. Be provided in accordance with a person centeredcseplan
which is based upon a comprehensive assessmendesaatbped
in partnership with the individual (or in the casdea child, the
child and the child’s family or legal guardian) ahe
community team;

b. Conform with any advanced medical directive theviiiial has
prepared;

c. Respond to the unique needs of linguistic and calltminorities
and furnished in a culturally relevant manner; and

d. Prevent the need for involuntary treatment or fnstinalization.

Network Provider

A provider of mental health, deyghental disabilities and substance
abuse services that meets the LME’s criteria fookment,
credentialing and/or accreditation requirementstagisigned a
written agreement to provide services

Prepaid Inpatient Health
Plan (PIHP)

An entity that 1) provides medical services to Hers under contract
with the State Medicaid agency; 2) on the basigrepaid capitation
payments or other payment arrangements does n@tateplan
payment rates; 3) provides arranges for or otherWés responsibility
for the provision of any inpatient hospital or itigional services for its
Enrollees; and 4) does not have a comprehensikeaistract.

Prior authorization

The act of authorizing spec#fgzvices before they are rendered.

Provider

Any person, agency or entity providing taéhealth, developmental
disabilities, or substance abuse services.
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Provider Network

The agencies, professional groapprofessionals under contract to the

LME that meet LME standards and that provide altiedrCovered
Services to eligible and enrolled persons

Recipient

An Enrollee who is receiving services.

Reconsideration

An enrollee’s first step in theesgdgprocess after an adverse
organization determination; the LME-PIHP shall havecedures to
reevaluate an adverse organization determinatiodings upon
which it was based, and any other evidence sulinitt@btained.

Recovery The processes, by which people are altileetonvork, learn and
participate fully in their communities.
Resilience The personal and community qualitiese¢hable individuals to

rebound from adversity, trauma, tragedy, threatstloer stresses and
to live productive lives.

Risk Contract

A contract under which the contractyprassumes risk for the cost of t
services covered under the contract; and 2) inogssif the cost of
furnishing the services exceeds the payments uhdagontract. This
contract is a risk contract because the LME assuhasisk that the
cost of providing Covered Services to Enrollees megeed the
capitation rate paid by DHHS.

ne

Risk Reserve

A restricted reserve account maintddiyehe LME to fund payments
for outstanding obligations, such as cost overreteted to Medicaid
program services.

Self-determination

Self-determination refers totight of individuals to have full power
over their own lives, regardless of presence nésgk or disability.
Self-determination in the mental health systemresfe individuals’
rights to direct their own services, to make theislens concerning
their health and well-being (with help from othefdheir choice, if
desired), to be free from involuntary treatment] emhave
meaningful leadership roles in the design, delivand evaluation of
services and supports.

Service Management
Record

A record of Enrollee demographics, authorizatioatgrrals, actions
and services billed by Network Providers

Stakeholder A person, group, organization, or system who affectcan be
affected by an organization’s actions.

State ThéeState of North Carolina

State Plan The “State Plan” submitted under Titl8 &f the Social Security
Act, Medical Assistance Program for the State ofthl@€arolina and
approved by CMS

Subcontract An agreement which is entered intdhByWME in accordance with
Section 11

Subcontractor Any person or entity which has emtémto a contract with the LME.
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Third Party Resource

Any resource available to anbler for payment of expenses
associated with the provision of Covered Servio#isgr than those
which are exempt under Title XIX of the Act), inding but not
limited to, insurers, tort-feasors, and worker'snp@nsation plans

Utilization Management
(UM)

A system's overall strategy for managing servidé&ation by
individual clients and by the system as a whole. igiinplemented
through a plan thatombines care management, resource
management, UR, and uses financial data to detertrénds and
service use patterns

Utilization Review (UR)

The process used to evauauested health care services and
determine whether they are medically necessary

Waiver

The document by which DHHS, DMA, requestdisas of the Social
Security Act (SSA) be waived, in order to operatapitated managed
care system to provide services to enrolled restpie

Section 1915 (b) of the SSA authorized the Secgrdtawaive the
requirements of sections 1902 of the SSA to therdtte or she finds
proposed improvements or specified practices irptbgision of
services under Medicaid to be cost-effective, adfic and consistent
with the objectives of the Medicaid program.

Section 1915 (c) of the SSA provides the Secredatkiority to waive
Medicaid provisions in order to allow long-term eaervices to be
delivered in community settings as the Medicaidralative to
providing comprehensive long-term services in tofitinal settings.
Initial waivers are approved for three years. Restewaivers are
granted for five years.
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